In patients undergoing AVF surgery for hemodialysis access, delaying surgery for additional preoperative evaluation is associated with an increase in ED visits, an increase in CVC-related interventions, and an increase in general hospital visits compared with those without surgery delay. Only a small minority of the delayed surgery group underwent meaningful interventions to optimize surgery. These findings suggest that delaying surgery for further evaluation may be detrimental Objective: Renal volume has been shown to decline in the sixth decade of life and beyond. We sought to assess the inter-rater reliability for manually measuring renal volume using computed tomography and to assess the change in renal volume over time as it relates to fenestrated endovascular aneurysm repair (FEVAR).
Objective: Renal volume has been shown to decline in the sixth decade of life and beyond. We sought to assess the inter-rater reliability for manually measuring renal volume using computed tomography and to assess the change in renal volume over time as it relates to fenestrated endovascular aneurysm repair (FEVAR) .
Methods: This study was conducted as part of a physician-sponsored investigational device exemption trial (NCT01538056). Thirty consecutive kidneys of preoperative FEVAR patients were randomly measured by two independent raters using manual segmentation and TeraRecon (Foster City, Calif) software (Fig 1) . Renal volumes were calculated and compared. Cohen's k was calculated for differences in renal volume of 1%, 3%, 5%, and 10%.
Renal volumes were then recorded for 100 patients undergoing FEVAR with follow-up out to 5 years and then normalized by dividing the value by the patient's body surface area (DuBois formula; body surface area
] Â 0.007184). Kidneys were divided into three groups and two subgroups. Group A kidneys were those that were fed by a renal artery that had no fenestration and no stent. Group B were those kidneys fed by an artery with a fenestration but no stent, and group C were those kidneys fed by renal arteries that were stented through a fenestration. Finally, group C was further subdivided into those kidneys that had additional accessory renal arteries that were covered by the stent graft (group C.1) and those kidneys without accessory renal arteries (group C.2).
Results: Inter-rater reliability (k) for manual renal volume measurement was 0.19, 0.63, 0.84, and 1.00 for renal volume differences of 1%, 3%, 5%, and 10% respectively. There were 10 kidneys in group A, 7 kidneys in group B, and 172 kidneys in group C. Group C.1 included 11 kidneys, and group C.2 included 161 kidneys. Scatterplots comparing groups A, B, and C and C.1 and C.2 are shown in Fig 2. Conclusions: Manual renal volume measurements are highly reliable and reproducible to within a 5% difference between raters. Renal volume decreases over time, regardless of whether the renal artery is stented or not. It appears that renal volume does not decline as rapidly when renal arteries are stented as part of FEVAR. Coverage of accessory renal arteries appears safe and does not significantly lead to decline in renal volume. Objective: Previous studies have suggested improved wound complication rates but decreased primary patency in lower extremity bypasses performed with endoscopic vein harvest (EVH) vs open vein harvest (OVH). We hypothesize that the inferior patency reflects the initial learning curve for EVH and that with experience, improved patency can be achieved.
Methods: A single-institution review was conducted of 113 patients with critical limb ischemia who underwent infrainguinal bypass with a continuous segment of great saphenous vein harvested either endoscopically (n ¼ 49) or through a single open incision (n ¼ 64) from 2012 to 2017. EVH was performed by surgeons with >5 years of experience with this technique. Operative outcomes, patency, complications, and readmission rates were compared between the harvest methods.
Results: There were no significant differences in patients' demographics, medications, operative indications, or inflow and ouflow vessels between the two groups. Median operative time was 290 minutes and hospital length of stay 6 days for OVH and 316 minutes and 5 days for EVH (P ¼ NS). Harvest-related wound complications were more frequent with OVH (29% vs 12%; P ¼ .04). Primary patency at 1 year and 2 years was 57% and 41% for OVH and 80% and 65% for EVH (P ¼ .03). Assisted primary patency at the same time points was 90% and 85% for OVH and 97% at both times for EVH (P ¼ .11). The 30-day readmissions were similar between the groups (OVH, 25%; EVH, 12%; P ¼ .3), but 90-day readmissions were more frequent in the OVH group (33% vs 14%; P ¼ .04).
Conclusions: With experience, lower extremity bypass using EVH can result in improved primary patency compared with OVH while also resulting in fewer wound complications and readmissions, with comparable operative times and hospital length of stay. This technique should Abstracts
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